SUMMARY
INTRODUCTION
Winzer (2002) estimates that there are 290 million people with disability worldwide. Foundation for people with learning disabilities the UK collected the estimates from Europe, North America and Australia and suggested that about 2% of the population have intellectual disabilities (Brown, Percy, & Machalek, 2007) .
"Social protection" is a term often employed in European countries. Social protection as a whole includes the following five components: labor policies and programs designed to facilitate employment and promote the efficient operation of labor markets; social insurance programs to cushion the risks associated with unemployment, health, disability, work injury, and old age; social assistance and welfare service programs for the most vulnerable groups with no other means of adequate support; micro and area-based schemes to address vulnerability at the community level; and child protection to ensure healthy and productive development of children (Miković, 2011) .
The "Dayton" Constitution was a missed opportunity to give state institutions jurisdiction over social policy, or more precisely social protection. As a result, two (entity), or rather three (Brčko District) separate systems of social protection have been established. Such a fragmented and divided social protection system has, in practice, shown itself to be extremely inefficient, despite the fact that huge financial expenditures were made. The system was not only inefficient in protecting the most endangered segments of the population but also in countering poverty (Miković, 2011) .
Healthcare systems in transition countries must adapt to the many changes occurring in society as a whole. This is a very serious process requiring reforms that will significantly change the management and organization of healthcare at all levels. Bosnia and Herzegovina has suffered large scale destruction during the war (1992) (1993) (1994) (1995) , and all the medical capacities in the country sustained significant damage (Loga, 2011) .
There is large number of health and educational institutions in the Canton of Sarajevo which are working on re/habilitation and education of children and adolescents with disabilities, but there isn't unique database about the people with disabilities, as well as with cerebral palsy. Lack of unique database indicates poor network among the institutions and Associations in the Canton of Sarajevo (Švraka, 2007) .
The causes of demographic changes in transition countries include: the growth of urban populations, expansion of education, the modernization of society, the disintegration of the family, medical advances, increased income, decreased fertility and increased mortality (Loga, 2011) .
A number of issues arise from this study "Family Quality of Life: Adult School Children with Intellectual Disabilities". Four of the seemingly most important are: lack of organized community services for adults after they leave school; lack of a cantonal, state, or federal registration program that would improve coordination of health and social services and link to the European Register; necessity of conducting continuous education for the teaching staff at schools regarding effective curricula, for parents, and for health professionals; and the possibility of developing occupational and physical therapy programs for children, adolescent, and adults. The degree to which improvements such as these might affect family quality of life also needs to be examined in future study (Švraka, Loga, & Brown, 2011) .
Adaptation for independent living
Accessibility for all is a fundamental right, and any environmental barrier which denies access and free movement for disabled persons or other persons with reduced mobility is and must be recognized as discrimination (Howit, 2007 ).
An accessible home is a pre-condition for independent living or selfdetermined living as it enables individuals to do what they need and desire to do as independently as possible within their living space. This definition is addressed to all people meeting difficulties in performing daily activities at home as a result of a disability. It means that not only people with physical disabilities, people who we automatically have in mind when talking about accessibility, but also people with sensory or intellectual disabilities or even elderly people who might have lost certain capacities and therefore meet obstacles in their homes -all need accessible housing. For some, this can be achieved with accessible features that are permanently fixed such as wide doors, grab bars, a tub seat in the bathroom or by using adaptable features adjustable in a short time without involving structural or material changes. For individuals with sensory disabilities, a blind person, for instance, requires tactile markings for changes in the floor level and Braille markings on appliances. Individuals with hearing impairments will need visual adaptations for things such as telephone ringers, the doorbell and smoke alarms. For wheelchair users, access may require ramps at the entrances, lower counters, no thresholds, wider toilets, a shower rather than a bathtub, and ensuring there is an accessible lift if the dwelling is above the ground floor (Disability Monitor Initiative South East Europe, 2007).
Critical to the success of any policy process is the awareness raising of the general public and key stakeholders including policy makers and private sector actors on the importance of a barrier-free environment. Awareness rising must also be carried out on the importance of individualized support services for facilitating the participation of people with disabilities in community life (Disability Monitor Initiative South East Europe, 2007).
A common problem that people in the region face when rebuild inaccessible apartment is that they not have the services that would guide them and advise on the renovation.
Accessible design generally refers to the houses and other residences that meet the specific requirements for accessibility. These laws are in the state, local and building model codes and regulations such as the Amendments for fair living since 1988 in American National Institute of Standards (ANSI). Standards A117. and Uniform Federal Accessibility Standards (UFAS). These laws dictate the standard dimensions and characteristics, such as the width of doors, clear space for the movement of wheelchair, auditory and visual signals, handrail height, switches and exhaust opening and others (www.abledata.com).
Assistive devices include ortho-prosthetic devices, wheel chairs, walking aids, technical aids and adapted controls for cars. Adequate assistive devices are often financially inaccessible to many users because of their high cost despite the fact that they should be covered by social and insurance schemes. Under the current system, most assistive devices are covered only partially by the state and require user co-payments, which can be exorbitant in cost. Within the socialist system, assistive devices were generally provided for free within the public health care system. This is a crucial issue in South East Europe as one of the largest barriers to accessing assistive devices is financial. Orthoprosthetic devices are partially subsidized by the state and in most countries, co-payments have been set up but the financial burden is still heavy, especially for mid to low-income households. For example, in Bosnia and Herzegovina, co-payments can range from 10-50%, which can range from EUR 100-1,000 depending on the device (Disability Monitor Initiative South East Europe).
Self-care tasks and instrumental activities of daily living (IADLs) encompass some of the most important tasks that children learn as they mature. Basic self care tasks include grooming, bathing, toileting, dressing, feeding, achieving functional mobility and communicating. Independence in IADLs determines an individual's ability to live independently in the community (Shepherd, 2001 ).
Inaccessible buildings and rooms crowded with furniture limit how children in wheelchairs move throughout the environment. Differences in the terrain or room surface also affect mobility. For example, a child who can run outdoors on an asphalt playground may trip and fall inside when walking on a rug. Other physical characteristics that the occupational therapist assesses relate to the type of furniture, objects, or assistive devices in the environment and whether they are usable and accessible. This includes the type of equipment, household items, clothing or toys. Sensory aspects of the physical environment often influence performance, e.g. the type of lighting, noise level, visual stimulation, and tactile or vestibular input of tasks (Shepherd, 2001 ).
Special equipment that gives support can help the child feel safe and secure. Bath hammocks fully hold the body and enable the parent to wash the child thoroughly. A simple, inexpensive way for giving security is to use a plastic laundry basket lined with foam at its bottom. Commercially, alight, inconspicuous bath support offers good design features. The front half of the padded support ring swings open for easy entry and then locks securely, holding the child at the chest to give trunk stability. Various kinds of bath seats and shower benches are available for the older child to aid bathtub seating transfers. For the child with severe motor limitations who is lying supine in the tub in shallow water, a horseshoe-shaped inflatable bath collar serves to support the neck and keep the child's head above water level. A bath stretcher is constructed like a cot and fits inside the bathtub rim level or mid tub to minimize the caregiver's bending while transferring and bathing the child (Rogers, Gordon, Schanzenbacher, & Case-Smith, 2001).
Cerebral palsy
Cerebral palsy is characterized by nonprogressive abnormalities in the developing brain that create a cascade of neurologic, motor and postural deficit in the developing child. Cognitive, sensory and psychosocial deficits often compound motor impairments and subsequent functioning. Characteristically, the child with CP shows impaired ability to maintain normal posture because of a lack of muscle co activation and the development of abnormal movement compensations. These compensatory patterns develop in certain muscle groups to maintain upright postures and move against gravity. Hyperactive responses to tactile, visual or auditory stimuli may result in fluctuations of muscle tone that often adversely affect postural control and further diminish coordinated responses in everyday activities (Rogers, Gordon, Schanzenbacher, & Case-Smith, 2001).
Children with CP may have limitations in all areas of human occupation to some degree. Functional performance in self-care and independent living, school and work performance, play and recreation may all need to be addressed at some point in the child's life. Parents my require support and respite, as well as education, to care for child with CP to meet the needs of the family as a whole (Rogers, Gordon, Schanzenbacher, & Case-Smith, 2001). Independent toileting is an important self-maintenance milestone with wild variation among individual children. Independence in toileting includes getting on and off the toilet, managing fastener, and clothing, cleansings after toileting, and washing and drying hands efficiently without supervision. With weakness and limited range of motion, the child may be unable to manage fastenings because of hand involvement or may have problems in sitting down or getting up from the toilet seat because of hip-knee contractions or quadriceps weakness. (Shepherd, 2001 ).
The therapist uses the interaction between the child and the environmental contexts to improve performance. The therapist can adapt physical environments by recommending modifications of architectural and other physical barriers or sensory characteristics. To facilitate wheelchair access, the child's caregivers can install ramps or move furniture.
Characteristics of the work surface that are amenable to adaptation include height, angle of incline, size, distance from the body, distance from other work areas, and general accessibility of a work surface. Changes in these characteristics enhance the child's function in various ways, including improving arm support, increasing the visual orientation of a task, adapting seat height for transfers, and improving table height for wheelchair access (Rogers, Gordon, Schanzenbacher, & Case-Smith, 2001).
It is necessary to implement contemporary principles in the management of the cerebral palsy in order to make improvements at all levels of health care, and not only the cure seeking treatment (Švraka, 2012) .
The aim was to determine accessible housing for persons with cerebral palsy.
METHOD
Sample was consisted of 30 respondents, members of the Association of persons with cerebral palsy of the Canton of Sarajevo, age from 4 up to 53; 14 male (46,67 %) and 16 (53,33 %) female. The age of eighteen clients (60 %) was under 18 years.
Nine had private houses, and 21 were living in flats.
The principal measure used was the International Environmental Assessment -Home assessment form.
Based on the initial assessment of the client in the house, individual interventions are made in order to improve occupational performance.
Interventions which changed requirements of occupation was bringing large gymnastic ball in the home of all 30 clients.
Intervention that want to affect the environment, followed after the evaluation of international questionnaire for client environment. In cooperation with the police and local communities we worked on improvement of accessibility in housing proposals for the creation of accessible elements: free parking places in front of the building, entrance ramps, accessible elevators, in order to improve the quality of life of this population.
Interventions that want to improve the ability of the client was the education in certain exercises for the improvement and preservation of posture, balance, coordination, increase the mobility and prevention of deformities deterioration, which influenced the personal competencies, i.e. skills related to motor performance, sensor abilities, cognitive ability and general health condition. The age of eighteen clients (60 %) was under 18 years. The range of width of the entrance door was from 62cm to 112 cm. Thirteen families (43,29%) had entrance door width between 76 cm to 82cm. Of 7 clients with independent mobility, 6 are with normal intellectual abilities, and 1 with moderate disability. All seven clients (23.3%) with severe intellectual disability use wheelchairs. Shelves and cabinets in the kitchen are accessible (opening and closing) for 14 clients (46.7%), and inaccessible for 15 (50%) of clients. For one client kitchen is not accessible because is too narrow. Of total sample, 19 (63,3%) participants use toilet seats, 2 (6,7%) use toilet pot and nine (30%) need diapers. Of 30 clients window in the bathroom is accessible for 7 (23,3%), and not accessible for 16 clients. One family has no bathroom and five families have no windows in the bathroom. The fact that concerns the most in the South-Eastern Europe is that many people with disabilities are isolated in their homes. One reason for this isolation is huge barriers that must face when they try to go out of their homes. In order to be accessible to a wheelchair user, bathroom fixtures must be at the appropriate heights. Toilet seats should be at least 15 inches above the floor and equipped with grab bars (floor-or wall-mounted or attached to the toilet itself). Further, the sink should be mounted at a height that allows the wheelchair to roll underneath it, usually a 30-inch clearance. Frequently, this necessitates removal of below-sink cabinets, and care should be taken to cover exposed pipes and sharp edges and surfaces.
RESULTS
Useful adaptations in the kitchen: removal of cabinets below sink that would allow access to wheelchairs, modification of control taps and valves to prevent leaking of hot water and adequate floor space to facilitate the turning and access to all valves and accessories. Cooking area with concavity (free space) of 30 inches (76.2 cm) and a stove with a separate self-cleaning at an appropriate level, are also helpful. Both devices must have built-control on front or side and to be near the opposite space to facilitate the movement and preparation of food (www.abledata.com).
Second on what we need to think in the kitchen is the storage space: at least one shelf in each cabinet should be at maximum of 48 inches (121.92 cm) above the floor. Where such thing does not exist, or where more space is needed, there are extra reinforced cabinets which lower the part with the shelves (www.abledata.com).
CONCLUSIONS
The goals of education and rehabilitation in Bosnia and Herzegovina, similar to most other countries of the world, are to work toward community inclusion, acceptance of diversity, optimal physical and mental health, and personal and social well-being. The focus on family quality of life is a step toward understanding how we can move closer to achieving these goals (Švraka, Loga, & Brown, 2011) .
From inclusion we expect approach to individual and his/her family by the society, to take into account all their diversities, preservation and improvement of their personal physical and mental health, for optimal possible functioning, at all personal and social levels (Švraka, Loga, Avdić, & Berbić-Fazlagić, 2011).
Private flats need to be converted according to the individual needs of tenants. As for the individual adaptation, arrangement of private space so that it is accessible, it requires precise planning according to the needs of people. This plan needs to be implemented by a multidisciplinary team, whose member should be an occupational therapist.
It is necessary to open the Services or Counseling centers for accessible housing. As part of these services, occupational therapist and an architect should visit homes of individuals and assess what needs to be adapted to meet the needs of that person.
Based on the results of the evaluation with International Questionnaire for assessment of client environment, the project "occupation therapy for persons with cerebral palsy ", in the Canton Sarajevo, made proposals for changes in the environment to improve the accessibility of housing.
Educating clients and members of their families, with specific exercises to improve and preserve posture, balance, and coordination, increase the volume of mobility and prevent deformities deterioration, had an impact on the personal competencies, i.e. skills related to motor performance, sensor capabilities, cognitive ability and general health. The results provide a basis for further research in needs of these families and improve their quality of life.
